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by Katherine Elswortby, Meds '87

by R.A. Zimmer, Meds '87

The May 1985 issue of the UWO Medical Journal is the fourth
released this school year. Our aim of encouraging faculty and student
participation has met with limited success. On this positive side, some
people spontaneously offered to write articles or draw cartoons or covers
for the Journal. Others were approached and subsequently hounded fo~
their contributions. Some timely topics received attention in the Journal
~s yea:= abortion, animal research, space medicine, the role of physi~lans ~~~respect to nuclear disarmament, and women's opportunities
~ me~cme . Several articles with an historical perspective appeared,
mcluding feature articles on doctors from UWO, to add both historical
and local flavour. The interview as an information-gathering teclutique
was encouraged this year and resulted in a number of articles.
Meds '88 should be commended on their enthusiastic participation in
the Journal. Lila Georgevich has not only provided us with some well
written articles of her own but also passed on many submissions from her
classmates. Lila and Rob Ballagh will become Co-editors for 19851986.
Communication lines with third and fourth year are always difficult to
maintain. It is unfortunate that fourth year's involvement this year has
been limited to reading the issues (at the bottom of a "TO-READ"
heap?). Good luck on the LMCC' s, Meds '85!
Good luck to next year's editors. It has been a privilege and a pleasure
editing the Journal this year-quite the challenge.

Thank you to all contributors,
and to those readers who were
bold enough to crack open a Journal this year. Once the first issue
got rolling, the rest just snowballed
with students and staff offering articles without previous prodding.
The J oumal has now been transformed into a local interfaculty
news magazine. The new co-editors, Lila and Bob, will develop
this idea further. Obviously, they
will add their own style to the Journal' s overall presentation. We did
manage this year to get our four
editions! For those of you who
remember what a fourth edition
was, I hope this brings back fond
memories. The secret is to make
deadlines, you can't break (but
could break you).
This year's Journal ran in the
black all year, thanks to funding
from the students (through Hippocratic Council) and staff (through
the Dean). We are now building
up a small but committed advertising family that should continue
to grow as long as they have confidence in our commitment to put
out regular editions. This will lead
to less dependence on the Journal' s part on Hippocratic Council

HIPPOCRATIC COUNCIL
ELECTION RESULTS
President:
Bob Butler, Meds ' 87
VP Academic:
Rob Semmler, Meds '87
VP Executive:
Steve Blanchard, Meds '86
VP Social:
Renu Bajaj, Meds '87
Secretary:
Diane Whitney, Meds '88

and the Dean for money.
There has been some dissent within the council, pertaining to the
perceived high cost of the Journal. I'd like to 'respond to this in
saying that one must look at the
market place before laying down
judgement.' Publishing is somewhat costly, but I feel that the system set up for the Journal is one of
the cheapest (without compromising the quality of the magazine).
Funding for the Journal did not
increase (per issue) from last year,
we just promised and delivered
more issues. The issues were small
in order to keep out of the red, as
well as due to use of typesetting
which can condense typewritten
pages by lO' s of times. I feel that
the money spent on the Journal is
one of the more valuable costs that
Hippocratic Council has had to
deal with this year. To you who
fimd the Journal, through the council or faculty I rest my case on
what you have seen of this years
issues. Thank you for your continuing support
Now retired co-editor RA . Zimmer.
Thanks to Unigraphics for
layout Sonia Wolf, Lin Pridding,
Ted Haggis, Andrew Stewart

Treasurer:
Bob Turliuk, Meds ' 88
Athletic Rep. (Female):
Jane Gloor, Meds ' 86
Athletic Rep. (Male):
Bill Tillman, Meds '86
Community Relations Director:
Omar Hakim, Meds '87
Journal Co-editor:
Lila Georgevich, Meds '88
Rob Ballagh, Meds' 88
U.S.C. Rep:
Mark Enright, Meds' 87

~~~~~~~~~~~~~~~~~~~
MEDS COMPUTER COURSE
On _behalf of all the participants of the Computer Course for
Med1cal Students I would like to extend our gratitude to the
De~' s ~ffice and the Hippocratic Council for their financial
contnbutlon. Our special thanks to Mrs. Colleen Kilty from the
Dept of Part-time and Continuing Education and Mrs M ·
R b.
"
. anan
o mson 1rom the London Board of Education without whom
the course would not have been offered.
I. Brodkin, Meds '87

Meds'87
CLASS NEWS
by Robert Hammond
Well, we are all still here, many
still breathing sighs of relief having
survived the dreaded second year
March finals in Pharmacology,
Pathology and Microbiology. The
week following the exams was our
March Break (what timing!) and
most of us have yet to come back

all the way. This was followed the
first week back, by another great
Meds '87 pub on March 30.
Class athletics continues to thrive,
with excellence in basketball, volleyball and other sports. Even the
incomparable (that's open to interpretation) Meds '87 hockey team
managed to salvage a win in the
league's consolation fmal (an exciting game, not one fan was left
sitting, mind you, there weren't
any fans standing either). As well,
the runners in the class are poised

MEDICAL STUDENT FINANCIAL AID:
by Robert J. Sales, Meds '87
The student financial aid program is presently very adequate in ensuring funding for most students who qualify to study medicine. There
are various appeals and exceptions for a medical student which reflect
the extra cost and length of medical training. The faculty of medicine
submits a list of expenses occurring during each year of medicine (Appendix 1). The expenses are under-estimated in some areas ( ie books in
first year exceed $280) but a basic exemption over-ride can be used to
purchase books. A student may appeal to have year 2 or 3 extended to 52
weeks from 36 such that the Canadian student loan increases to $5,460
from $3,780 and the Ontario loan also increases. Appendix 2 explicitly
compares expenses versus available loans but not everyone qualifies for
A student who applies for OSAP is placed in either group A or B.
Group 8 includes students who have worked for 2 years or are in their
ftfth year of post secondary school education or have been out of high
school for over 4 years. No grants are available to group 8 but the loans
are adequate. A group A student must include his parent's assets and
income on their application. In general a student won't qualify for loan
assistance if his parent's income exceeds $35,000 or assets exceed
$85,000. Personal assets such as a car can be appealed and not count as
an asset, since travel is necessary in most years of medicine. Most
students who are accepted after 2 years of undergraduate study are group
A and therefore, do not qualify for loan assistance until their third year of
medicine.
Additional sources offmances include U .W.O. loans of up to $1500
(AU other U.W.O . students have a maximum of$1000). Grants from
the O .M.A. are based on financial need Bursaries from Western are
available and average between $200 and $500. Most students work
during the three month break between first and se~ond ye~. Unfo~
tunately, the stipend earned during clerkship (3rd year) IS not ~aid out until
fourth year. Mrs. Whitehead, Director of Student A wards, 1s amazed at
the low number of medical students who seek fmancial aid.
In summary, the Student A wards office is very well informed abo_u t ~e
costs and scheduling of the medical program. Adequate funding IS
available for students who qualify. Recent changes in legislation have
increased the maximum Canadian student loan to $52,000 from $9,800
enabling professional studies to be fmancially feasible. Presently the
Bovey Commission' s recommendation of increased tuition fees would
be absorbed by increased loans according to Mrs. Whitehead. Loans are
interest free until 6 months after graduation and the interest charged is
usually 1% above the prime rate. Adequate time is allowed for repayment The University of Western Ontario has gone to great lengths to
ensure that funds are available to its students.

Recommendations to Improve Financial Aid to
Medical Students!
1. The monthly stipend payments should be paid out in third year not

for a repeat victory in the armual
Meds relay.
Class elections are over, and students' council has several new faces, and several old faces in new
positions. Congratulations to those
who were elected or acclaimed,
and many thanks to departing students' council members and any
persons involved in organizing the
elections. Special congratulations
are in order for Dr. M.J. Inwood
(chosen as Honourary Class President), and for Dr. J . Hore (chosen

as Recipient of the Basic Sciences
Teaching Award). Also, we owe a
special thanks to Rob Sales for
two outstanding years as our class
president Thank you. Hippocratic council elections took place on
April 22 and we hope to be well
represented again, with several
class members running for positions.
We are all looking forward to our
clerkship year, and hope it will be
as rewarding as qur first two years
have been.

fourth year.
2. The area Hospitals should provide a meal allowance to third year
clinical clerks similar to interns, residents, and staff physicians who are
on call.
3. A formal presentation should be provided to flTSt year students
pointing out the fmancial sources in each year.
4. All medical students should be given the option ofbeing considered in
group 8 of the O.S.A.P . regulations to ensure loans in the flTSt and
second years of medicine.
5. A close watch should be kept on loans available, as expenses may
increase dramatically in the next few years.
Institution Cost Table- U.W.O. 1984 Year or Medicine
APPENDIX I

WEEKS
TUITION FEES
COMPULSORY
FEES
BOOKS
EXPENDABLE
SUPPLIES
UN I FORMS AND.
EQUIPMENT

FIRST
36
$1532
$167

SECOND'
36 *
$1532
$167

THlRD
36 *
$1472
$167

FOURTH
36
$1472
$167

$280
$190

$280
$190

$260
$190

$260
$190

$130

$130

$130

$130

FIELD TRIPS
$190 **
$190 **
$190
AND LOCAL
TRANSPORTATION
MAJOR
$380
EQUIPMENT
TOTAL FOR
$1170
$790
$770
GRANT
$1150
$1020
$1020
OVER IDE
* On appeal the number of weeks may be extended to
** On appeal can petition for car expense .
APPENDIX2

ln
ln
In
ln

-

$770
$1335
52.

SURVEY 1984-85

AVERAGE TOTAL
EXPENSES PER
STUDENT ( INCLUDING
TUITI ON, FEES, ROOM,
BOARD, ETC. )
STUDENT
CONTRIBUTION
U.W.O. LOAN
LOANS

$190

YEAR 1

YEAR 2

YEAR 3

YEAR 4

$7,209

$6,679

$8,379

$6,934

summer earnings times 1/3 =
$1120
- STIPEND =$3400
-maximum $1500 -availab le any year
$6730
$6600
$9180
$6915

Year I - $641 excess available in loans and personal contributions
Year 2 - $79 in excess expense
Year 3 - $801 in excess loan
Year 4 - $3281 in excess loans and stipend

SPORTS SHORT
by Kent Bauman, Meds '87
Even if you are failing a course
you can' t study all the time, and
the medical students here at W estern are a living testimony to this
fact. No matter how many exams
they have or how poorly they are
doing they always seem to find the
time to participate in their favourite sports, and this winter was
no exception.
In the Sunday morning hockey
league ftrst year, Meds '88, won
the championship game over the
combined team from third and
fourth year by a score of 3 to 1.
Thanks again to Doc Green for his
organization.
In the intramural hockey league
the medical team remained undefeated during regular season play
but was eliminated during the
second game of the playoffs due to
a lack of players.

The women' s volleyball team
from Meds ' 87 fm.ished the season
with a 3 and 1 record and made it
to the championship match of the
playoffs but didn't play due to
exams.
The Meds '87 broomball team
battled blizzards, slush, icy cold
wind and exams to end the season
with a 4 and 2 record, losing only
to the rowing team and the OT's
(yes, that's right, the OT's, so we
had a bad game, O.K. ).
The annual Meds ski weekend at
Blue Mountain was held following
the winter exam week. The ftrst
and second year classes were both
well represented but second year
had the luxury of skiing on Friday
as well as Saturday and Sunday
due to the rescheduling of the
devastating ICC exam. As usual
the partying of Friday night was

Meds Intramural League Champions, Meds '88, beat Meds '85/
'86 in final. Other teams included Meds '87 and post grad.
of the race is still to raise money
for the Canadian Cancer Society
and to have fun. Team tryouts
have already been held and both

,..

Meds ' 88 and the Faculty feel that
they can dethrone the reigning
champions, Meds ' 87.

It
LONDON OSTOMY
CENTRE LTD.
425 First St., London, Ont.

455-2300
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Now supplies-PROCTOR & GAMBLE "ATTENDS"
as well as:

Ken Leslie, Honourary Captain of the Meds '88 team, receives
the league trophy from league organizer, Dr. Robert Green.
Photos by G. Eigner Meds '88
The women's basketball team
won the winter intramural league
finishing the season with an undefeated record.
On February 23 this year the
ftrst annual Meds basketball tournament was held in the UCC gym.
Each class entered a team and
round robbin playoffs were set up
with each team playing every
other team once. The overall winner of the tournament was ftrst
year.

quite extensive but those of us who
did manage to roll out of bed
Saturday morning early enough
for ftrst run were treated to clear
blue skies and ftve inches of fresh
powder snow. Special thanks
must be given to Rob Semmler
and Donna Cooper for the work
they put into planning this trip.
Plans are already underway for
the fourth annual Meds marathon
relay on April27. Although there
has been a course change, the aim

• Sancella Incontinent
System (pads &
net panties)
• Mark One Incontinent
Pants
• Chesebrough-Pond's
Uridrains & Leg Bags
• Hollister Incontinent
System

• Squibb Uri-Hesive
System
• Bardic Leg, Bags &
McGuire Urinals
• Uro Sheaths
• Down's Pubic Pressure
Urinals
• Weimer Urinals

CALL US AS WELL FOR THESE
OSTOMY APPLICANCES
Atlantic
Coloplast
Colly- See Is
Dansac

Perma-Type
Reliaseals
Squibb
Torbot

United Surgical
Stomahesive
Sween
Hollister

SIDNEY E. TEBBUTI
Registered Nurse
Enterostomal Therapist

@
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American Medical Student Association Annual Convention
March 19-24 1985 Chicago Illinois
by Erik Virre Meds '86;
David Esser, Meds '87
This year two frost-bitten Canadian medical students made the
foolish mistake that anything
South of the Border meant a warm
and sun drenched clime. Thus
noticing the convention call for the
annual American Medical Student Association (AMSA) convention in a beautiful Chicago,
they decided to kill two birds with
one stone and catch some rays and
see what was current in the medical scene in the States.
Needless to say they soon discovered the sought-for gamma
radiation was not to be found.
However, there were plenty of other
things to keep them occupied.
Chicago had many great places to
go and the convention itself was
nonstop. The convention was held
in downtown Chicago in the
elegant Palmer House Hotel,
which had the facilities to handle
the approximately 2000 registrants.
A few words about political life
in the States and AMSA are relevant here. It seems that in the U .S.
many political issues are dealt
with by activist action. That is
there seems to be a greater amount
of protest activities and acrimony
between the protagonists on various sides of an issue. This
polarization seems to extend into
medical student life. The Student
Section of the American Medical
Assoication seems to represent
what might be regarded as the
" right wing". AMSA, which has a
much larger representation among
American Medical students tends
to take an activist stance on the
side of issues that would be
typically regarded as " left wing":
things such as pro-abortion, antinuclear war, Third world medical
care, and larger issues such as
racism and sexism. Medical
issues such as med school reform ,
bioethics, etc. are at the heart of
AMSA activity. This became
apparent as the various talks were
attended. This learning of AMSA
has to be recognized It can probably be characterized as the
idealism of young adulthood in
medicine being organized.
The talks at the convention were
thus of this nature. Two of the
keynote speakers were Dr. Benjamin Spock (author of Baby and
C hild care, and now known for

activist activities), and Rev.
Joseph Lowery, a protege of Martin Luther King Jr. They both
spoke of the need for rethinking of
the delivery of medical care in the
states, to ensure that the unemployed and working poor receive
adequate care in the wave of corporization of medicine in the U.S.
They addressed themselves to the
issues of racism and sexism as
well, with Rev. Lowery stating
that soon we will be the people
upon whom it rests to create
change. Corporization and its
effects were predominant themes
at the conference. Over half of the
medical graduates from now on
will be employed by profit oriented health care delivery organizations. Needless to say this has
profound effects on the practicing
lifetimes of these doctors.
Life in Medical School and
medical school reform were two
other large topics dealt with at this
convention. One of the keynote
speakers in this area was Samuel
Shem, a Harvard Med psychiatrist and author of " House of
God". He and other people
stressed the need for medical
students to get in touch with their
other personal needs besides the
need to succeed in medical school.
Talks were given on how to
approach the administration on
reform, and on new programs in
various schools across the country. One talk that was found to be
quite enjoyable was entitled " Is
there life after work? Can good
doctors live healthy, full and
balanced lives?'' It was given by a
physician who runs a program at
Stanford Med that places the
medical students there in small
groups. Apparently these groups
are meant to give the students an
organized forum to deal with their
emotional frustrations surrounding medical school. The talk was
quite enjoyable but what made it of
note was the statement by the speaker
that he really enjoyed being a doctor, a sentiment that often seems to
get lost in the day-to-day politics of
med student affairs. Day-to-day
stress, large volumes of material
and the questionable applicability
of basic science education (read:
Krebs Cycle) were comments
often made and seem to indicate
concerns down south are the same
as the concerns of Canadian
med students.

Approximately 80 different
seminars, talks and workshops
were offered on the topics mentioned already and many more.
Technology in medicine was a
prevalent theme, ranging from
allocation of modem technological resources to appropriate medical technology for the third world.
Several talks were given on computers in medicine, and an exposition was held demonstrating
medical information available
through the use of personal computers and patient simulations on
personal computers which were
really quite fun and educational.
An exhibition hall at which
various organizations and companies offered medical education
materials, information on post
graduate studies and other subjects was open through most of
the convention.
The day before the main convention a preconvention conference
entitled " Human Sexuality: New
Directions in Medical Education"
was held. Approximately 400
people attended this function.
Here many aspects of human sexuality and its relevence to medicine were dealt with. Sensitively
taking a sexual history and giving
a physical examination were
topics of interest Dealing with
these parts of the workup involve
more than just medical knowledge. One must be familiar with
sexuality, its language, variations,
and areas of high sensitiveity, such
as rape and incest One must also
examine one's own values in order
to be prepared to deal with these
situations. One statistic that was
often repeated was that surveys
showed that medical students had
the least amount of sexual knowledge in comparison with law
students and general university
undergraduates. Sexuality and illness was another subject dealt
with. People still have sexual
needs and concerns while they are
ill, especially the chronically ill.
Physicians were advised to recognize these needs and make
allowances for them. A large portion of the preconference was concerned with homosexuality: sexuality
transmitted
diseases,
physicians attitudes towards
homosexuals and the theories on
the origins of homosexuality.
Concerns of adolescent homosexuals were addressed. These in-

eluded homophobia, society's
ideas on homosexuality, peer
group pressure and coping
mechanisms. Overall the need for
more discussion and teaching
about sexuality in medical school
was emphasized.
Other activities at the main convention were such things as
meetings of the Board of Governors and the House of delegates,
and organizational meetings of the
Task Forces. The task forces are
special interest groups that deal
with a wide range of interests,
from nutrition and preventive
medicine to computers in medicine to women in medicine, 16
altogether. They publish their own
newsletters and function as clearing houses for information on
these subjects.
Not the least of the activities
were the continuous ongoing parties, which came in all shapes,
sizes and colours. Kudos to the
large Iowa contingent for probably packing the largest number
of med students in history into a
hotel room. The last night of the
convention a Large Party was
held in the ballroom of the hotel
featuring plenty of booze, a rock
band from Northwestern's med
school (they were pretty good)
and about 1000 of the convention goers.
The conference was quite fun
and certainly gave one a great deal
to mull over in the large world of
medicine. Next year's convention
is in Washington DC. and would
be recommended for those looking for another perspective on
Med School.
Postscript
We would like to thank the
Dean's office and the Hippocratic
Council for their financial assistance with our convention expenses. We think it was a great
opportunity and was quite
worthwhile.
AMSA's journal The New
Physician can be found in the
stacks in Nat Sci Library, and
more information re AMSA can
be received by writing: The
American Student Association
1910 Association Drive
Reston VA 22091 USA
Those interested in the Computers in Medicine Task Force
can contact Erik Virre through the
Dean's Office, as he is a member.

llHE SECOND YEAR RUMBLE.....WILL THE NOISE NEVEREND?"
by Robert Semmler Meds '87
I propped the door open as I made my way into the UHB lecture hall at
8:34 on an early February morning. The lecturer had already started
talking but I could barely make out what he was saying in the midst of a
rumbling crowd. I plopped my books down as the last of my classmates
finally took to their seats. The rumbling was slowly settling down and the
lecturer's voice was beginning to pierce through the noise. He was a
pleasant man, your regular nice guy, and today's lecture was on the
differential diagnosis of ankle oozing spondylitis . .. at least that's what I
thought he said! He turned to the projector screen to show a few slides
when he was startled by the shadow of a large UH coffee travelling
across the screen, as another late-comer stepped in front of the projector
to take her seat. He smiled at the crowd and continued his lecture. A loud
voice from the back of the class said, " Speak up, I can' t hear you!" I felt
the strain in his voice as he continued on, trying to overpower the idle
chatter in the class. Finally, as I watched a folded paper airplane
gracefully collide into the side of a classmate's head, he broke out in
frustration and said it, " If you want to talk during this class, please leave
now!"
How tactless can he be to interrupt his own lecture to say such a rude
thing." After all, he's not talking to a grade nine history class. The room is
filled with Ontario's future health care professionals. A group of people
whom your mom and mine will trust with their most confidential information. A group who will be up late at night in the future, worrying
about the fate of a young child, pulled out of a motor vehicle accident. A
group who will be telling a father and his new born baby girl that their
loving wife and mother died last night of extensive hemorrhage after a

"Go ahead, trust me."

Photo by RAZ

laboured delivery. So just what is this lowly lecturer trying to prove by
telling this class to shut up? . . . He's trying to tell them, " GOD, are you
ever Rude! "
It would be of comfort to believe that mornings such as this rarely occur
in a second year curriculum. But the truth is! that it happens much too
often to just consider it as a product of a bo~g lecturer or an_ irrelevant
lecture topic. In fact, the quality of lectures m s~cond year IS actu~y
quite good So why are t?ese me<l:ical stud~nts act.mg, by any commu~ty
standards, in such an mespons1ble and mcons1derate marmer durmg
lecture periods?
Perhaps, as many lecturers suggest, the class ofMeds '87 may just be
full of many rude people. But further investigation just doesn't pan out.
Many students in our class have talked to people in previous years and
they keep hearing how the professors also told previous classes that they
were the worst class they ever taught. Graduate students who have
attended classes in several sequential years previously, suggest that our
class possibly is worse than previous years. But they are quick to say that
all the second year classes were noisy. I don't remember any complaints
that our class was noisy in first year. So perhaps professors have fading
memories and forget the rudeness of the previous classes. However they
may indeed be right and our class is the worst. But one would suggest that
we are only the worst because each year the second year classes are
getting noisier and noisier. As you can see, it is a very difficult issue to
sort out
Let me describe in more detail, why a class of second year medical
students could grow to be so unsettled and rude during classes. In many
ways, a student's behaviour is just a reaction to a tough medical curriculum. Classes begin at 8:30am every morning and quite frequently
will go to 4:30pm in the afternoon. This is approximately twice as many
hours as the average U.W .O . student has and on top of this burden,
medical classes start a week earlier and end a month after the rest of the
university. These are alot of hours to try and maintain concentration on a
subject. To further test our concentration, many lecturers go overtime,
impinging on a much needed break time and creating tension and anxieties. Then, the occasional dull and useless lecturer pulls onto the
scene and starts irritating even the most keen people in the class. Now, in
this never ending shower of information, so seemingly far aw~y from the
clinical picture, students quickly become saturated, bored and even
frustrated with classes. They' re looking for something to keep their day
entertaining. This is the perfect set up for noisy lectures and rude
comments from the crowd during lectures.
Second year also presents another unique problem in its construction.
Our medical class is designed much in the same way as early public
school, where you' re with the same people day in and day out After a
year of getting to know everybody during first year, by second year most
people feel quite uninhibited to talk out loud in class. After all, you' re not
interrupting strangers. Most of them are your friends and are much more
likely to laugh at your comments which just further encourages you to
talk more. On top of this, for the seven hours per day, you' re locked up in
the same classroom with a new teacher walking in the door every hour. I
don't know if you remember, but this is like sending a substitute teacher
into a grade five class. It was the cue for the kids to create as much havoc
as possible. A similar situation exists every hour in the UHB lecture
hall.
Finally, one of the most important reasons why students are noisy and
rude in a lecture is that the professors let them get away with it! It has
always been human nature to push things as far as people can tolerate
them. However, some may say, especially lecturers, that this is just a
reflection of the immaturity of the students. But the facts show that this
trait is not just a peculiar trait of students only. Several months ago I
attended an Undergraduate Medical Education Committee (UMEC)
meeting. This committee is composed of administrative faculty and
heads of undergraduate medical courses. During the meeting, I sat
beside one of the professors who previously taught our class quite a
number of lectures. Oddly enough, during the entire meeting this man
was continually talking and telling me jokes. Although I appreciated his

jokes, I couldn't help but feel that it was unfitting for him to be joking
during an important administrative meeting in his own peer group. To
top it off, during the set oflectures that he gave our class, he was very
strict and insisted that our class be quiet during his lectures. This little
example adds to a growing mountain of evidence that shows that students are no more immature than their teachers, or anyone else. It
demonstrates that students are just as susceptible to the pressures of
human nature, as any other group of people.
Now let's get back to the lecturer who let his class get away with the
noise and the rudeness. We have to understand what motivates him to
act in this manner. Most second year lecturers are clinicians who may
only give one or two lectures to our class all year long. They consider
themselves nice people, just as we do, and they enjoy coming in and
teaching medical students (They may or may not even be paid). Now the
last thing that they want to do is have to yell at a class to shut them up. It
disturbs their enjoyment of teaching and just takes the " fun" out of things
for them.
So where does this leave us? It seems that neither the student nor the
professor can really be blamed for their actions. Should we just accept
things as they are or should we try and change it? This is a question that
only you can answer for yourself. However, for many people, it's a
situation that they fmd hard to accept. It is very difficult for you as a
student to meet one of our lecturers in a social setting. You might find
yourself embarrassed or even ashamed to fmd out that the doctor thinks
that your class is a bunch of immature little pups. Since alot of people
have in the past and up to the present, taken pride in their medical class, it
hurts at times to accept these facts. Even talking to people from other
faculties (Nursing, PT, Dents, on Campus), one fmds that these people
are surprised to hear what actually goes on in some medical classes. If we
look back at our undergraduate science classes, we realize that our
behavior then was much better than it is during second year medicine.
Medical students also complain that the noise and rude comments
during class, disturb them quite a bit and inhibits them from concentrating during lectures {To say nothing of the lecturer's concentration).
Another sad fact is several lecturers who left a noisy class believing that
the people were restless because they gave a poor lecture. Although the
truly outstanding lecturers do have the ability to hold people's attention,
the majority of lecturers can not be so blessed. However, the quality of
lecturers is still quite high and does not warrant such a response.
From this last discussion, I would hope that most people would think
that this situation is one that needs change.lt may be too late for the class
of' 87 and the years already gone past, but it doesn't have to be the same
for the years to come. In order to solve this problem, people need to
understand the mechanisms in the creation of the problem (hence this
article). Secondly, to follow through to a solution, students and professors must have the desire to create a change. This is a crucial point.
Having discussed this issue with many students and professors alike, I
am convinced that the desire is there. Several doctors have already made
a special effort to point out to me and people in our class, that our
rudeness is beyond an acceptable level and they would like something
done about it. Many students are also very infuriated by it I have talked
to several who have even suggested public hanging as an answer to the
problem. Comments such as these prompted our class to have an
executive meeting about it. This led to an open discussion with the whole
class after a lecture about " the problem" . A suggestions to solve the
problem drew a loud applause and support from the class. This to me is
ample proof that the desire for change is there.
The stage is now set and the following may be a solution. First, we must
fight our desire to just let things go and realize we must make an effort to
create change. Second, an effort is needed by both students and professors. Professors also need to be educated on these problems and they
must realize that people do respond to a stem voice. Altho.ugh it may n?t
be the most comfortable, professors must continually remmd students m
new and irmovative ways that bad behaviour will not be tolerated. An
occasional justified ejection of a noisy student may to his surprise .be
applauded by the majority of the class. These docto~ must also re~ze
the situation students must live with and start and flillsh classes on time.
Faculty must also continue to eliminate doctors who perform poorly as
lecturers, from course schedules.
Students can be one of the major factors in changing their own class
settmg. Peer pressure is the most effective method of shutting noisy
people up. Many times this system breaks down since most people feel

that their irritation is felt only by them and feel embarrassed to say
anything to a noise maker. A student must realize that if he or she is
irritated, chances are, so are alot of other people! Don't be fooled into
thinking that the rudeness of the class is solely isolated to a few noise
makers. They may encourage it, but you will fmd that they are not the
main source of the disturbance, YOU ARE! (Relax, this is a friendly
accusation). How many times during class do you talk to your neighbow'?
And how many people have you noticed are bothered by your conversation? How many times do you come in late for class? (I must admit,
occasionally, 3 or 4 times a week, I am late). How many times did you
step in front of the slide projector while coming in late? Only constant
reminders from peers and professors will eventually curb your bad
habits. Try it! (I started setting my alarm clock earlier). It works and can
even keep your superego smiling. To ensure success, communication is
essential. Talk to your classmates; find out just how much the noise
bothers them. The next time a person talks too loud, give them a friendly
" Shhhhh". If that doesn' t work, a friendly slap on the side of the head
may alleviate the problem. Students and class executives need to communicate with professors too. Educate them to the problem, tell them
how they can help. Only with a combined effort, can future problems be
avoided
To date, the class of '87 fairs poorly on the professors list of " Most
Cherished Classes." An effort was made halfway through our year to
correct the situation. It met with only moderate success. Noise levels did
decrease but in the months after, slowly increased again. Remember
though, the class has been noisy since September and people now are
aware of the problem and class disturbances are more commonly met
with a " Shhh .. . ( ut up)". The class has now begun applauding at the end
of lectures, a gesture that can help improve faculty-student relations.
With alotofwork in the future, the problems encountered in the second
year class can be reduced to acceptable levels. People may still try and
tell you that there isn't a noise problem in class. It is probably because he
is talking too much to hear it. Hopefully you may feel a bit more educated
about the subject and decide to bring a muzzle for your buddy to the next
class.

"Stick it in my ear?!"
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WOMEN IN SURGERY
by Jocelyn Charles, Meds '87
A career as a surgeon requires
not only technical skill and medical expertise but also special
qualities of character and conunitment The necessity for conunitment arises from the unusual
demands that surgery imposes:
long hours, physical stamina and
endurance, and the capacity to
react quickly and confidently.
Traditionally, many members of
the surgical profession, recognizing the importance of these special
qualities, claimed that women lacked adequate physical strength
and endurance. This alleged
deficiency of stamina and endurance combined with culturally
imposed expectations of child
bearing and rearing resulted in the
conclusion that women were unable to work long hours. These
beliefs culminated in the limitation
of entrance of women into
surgery.
As women expanded into all
areas of the work force, society's
attitudes regarding the capabilities
of women changed. Physical
strength and endurance were recognized as qualities in many
women. Alternate meth<Y.Is of
child raising, such as day-care and"
live-in caretakers, became commonplace. Changes in family
structure allowed women time to
pursue careers. This resulted in a
more liberal view of women by the
surgical profession.
Today, in the general surgery
residency program at Western,
four out of the twelve residents are
women. According to the surgeons interviewed, the sex of the
applicants is no longer a factor in
the admission procedure. However, the female surgeons interviewed stated that prior to their
admission they were asked if they
were married or planriing to get
married, if they had any children
or were planning to have children,
and how they were planning to
manage if they did have children.
Although these questions have
discriminatory overtones, the
intent of these questions is to
impose upon the female applic-

ants the conunitrnents of time and
energy required as a surgery resident and as a surgeon. On the
other hand, male applicants
should be asked similar questions,
since a marriage and family requires time and energy on the part
of the husband and father as well
as on the part of the wife and
mother. Whether male or female,
embarking on a surgical career
requires an understanding and
supportive spouse and family.
This should be stressed to all
applicants to surgical programs.
Although women are no longer
discouraged from pursuing surgical careers, there are still less
women entering surgical specialties than medical specialties.
According to the surgeons interviewed, this is most likely because
many women choose careers that
are less demanding and that allow
more time for family and social
activities. They stated that the
small number of women in cardiovascular surgery, neurosurgery
and urology is probably a reflection of the lack of interest in these
fields among women. Orthopedic
surgery requires considerable
physical strength which is often a
limiting factor for women. Over
the past few years the number of
women applying for surgical
residencies has increased. A
female surgeon interviewed felt
that this was because the increasing number of female role models
in surgery has sparked a greater
interest in surgery among
women.
Although female surgeons work
less hours on average than male
surgeons, most surgeons interviewed agreed that the number of
hours worked by an individual
depends mainly on his or her
priorities. Traditionally, surgeons
have tended to put their careers as
their first priority, devoting most
of their time to surgery. Over the
past few years there has been a
trend away from the traditional
over-worked surgeon towards a
more well-rounded individual.
Some of the surgeons interviewed

felt that this was partly due to the
influence of women in surgery,
since female surgeons tend to view
family life as a higher priority than
male surgeons.
The surgical profession has
taken considerable steps toward
equality for women. However,
there are still some surgeons who
are opposed to women in surgery

and it remains difficult for female
surgeons to obtain partnerships
and university teaching appointments in surgery. As more women
become surgeons, hopefully the
profession will unanimously conclude that the qualities of skill,
character and commitment required for a career in surgery are
not dependent on sex.

...AND IN MEDICINE
by Karen Vaillant, Meds '87
On Wednesday April 3, a
seminar concerning the status of
women in medicine was held for
interested medical students. The
panel of Physicians included Dr.
Linda Hutton, Dr. Ann Spence,
Dr. Espeth Kushnir and Dr. Paula
Donahue. The topics discussed
ranged from the process involved
in choosing a residency and maintaining a private practice to the
responsibilities of marriage and
family life.
The general consensus was that
women, whether married or
single, have the same chances of
getting into most specialized
residency programmes as their
male counterparts, if only by virtue of the sheer numbers of women
applying. Thus, career choices
were seen as determined by the
qualifications, not the sex of the
individual. Women are no longer
a rarity in medicine and, as the
number has increased, so have
the opportunities.
Raising children and managing a
home can be a rather complicated
juggling game for any working
parent. The panelists shared some
of their experiences in this area
and provided us with some helpful
hints. Some preferred having a
live-in nanny, while others preferred the Day Care Services for
their children. All agreed that
dependable help at home was a
necessity.
Some of the problems of dual
career marriages were discussed:
for example, fmding employment
in the same city, planning moves
to other cities and deciding whose
career is a priority. Some of these
decisions may necessitate living in

different cities for a period of time
(the Toronto-London hike, for
example). All of these things
naturally can put strains on even
the best of marriages. The panelists all agreed that they and their
husbands made concerted efforts
to organize their hours and negotiate responsibilities, especially
when it came to the time spent
with each other and their
children.
It was interesting to hear about
the different arrangements each
had made to organize their professional lives and how they coped
with it. This ranged from the
demanding responsibilities of a
busy residency employment in a
teaching institution to the more
flexible, yet still hectic, hours of a
Physician in private practice.
They also suggested that a good
time to have children was in
second year of medical school
because there is more time available to you then to spend at home.
I'm sure some of us thought that
we have never been busier in our
lives than in February and March!
Well, I guess the best (or the
worst) is yet to come.
The evening ended with informal
discussions over coffee and
doughnuts. We were all grateful
for this opportunity to talk with
these Physicians about their experiences, both in medical school
and private practice afterwards. It
was refreshing and quite encouraging. A special thanks to
Deanna Krasilczul for all her hard
work in preparing this seminar and
to Kathy Myers for commentating.

A CAREER IN PATHOLOGY

year of special training in electron
microscopy, immunopathology, cytopathology and neuropathology.
The final year of the training programme is spent in refming diagnostic skills and, where appropriate, developing special interests.

tied by G P but a pathologist who
wished to retain an active role in
patient management might well
be. In Canada, it should always be
remembered, more opportunities
are available for general pathologists. Any branch of pathology is
ideal for a woman who wishes to
combine her medical career with a
rewarding family life.
What is the daily routine of a
pathologist and resident? I can on-

Many AP residents spend a year
as a research fellow before taking
up a staff appointment. Experience in almost any branch of medicine is of value in training as a
pathologist and a surprising number of pathologists started their
careers as general practitioners.
The Royal College will often allow a year spent in urology, for
example, to count towards accreditation for the Fellowship in AP.
In choosing between G P and subspecialty practice an individual
must judge his own interests and
temperament Someone with a scientific bent is unlikely to be satis-

ly comment on AP where time is
principally divided between surgical pathology - the macroscopic
and microscopic examination of
specimens removed at surgery and autopsy pathology. The former is primarily concerned with diagnosis and together with cytopathology, the microscopic examination of cells lost from the body
in cervical secretions, pleural fluid, etc., is of particular relevance
to patient management. Autopsy
pathology conjures up a slightly
gruesome image, though in reality
a post-mortem is no more distasteful than many another medical pro-

by J.G. Heathcote, M.A., M.B.B. Chir., Ph.D.
Resident in Anatomical Pathology, University Hospital
Quincy! It is regrettable but, I
think, true that only with the broadcasting of this popular television
programme has the public begun
to realize what a pathologist is. It
is also true that many medical students fail to appreciate the vital
role of pathologists in hospital
practice. Much of the blame for
this can be laid at the door of the
pathologist himself, of course, but
with the increasing complexity of
medicine and expansion of the medical school curriculum the study of
disease has been neglected In this
article I want to describe briefly
the training of a pathologist and
reasons to consider a career in
pathology.
In Ontario, 2-3% of all physicians are laboratory physicians
and over 70% of these are general
pathologists who provide laboratory services in anatomical pathology (AP, sometimes referred to
as histopathology or morbid anatomy), haematology, blood banking, clinical biochemistry (clinical
chemistry or chemical pathology)
and microbiology. Such pathologists are no longer to be found in a
densely populated country like Britain but in Canada, where communities are smaller and widely
scattered, they serve an important
function. The remaining pathologists practise in a single subspecialty and this is true of those in
London.
Residency training in pathology
takes four to five years and culminates in the award of the
F .RC .P .(C.). For a resident in
General Pathology (GP) about
two years are devoted to AP and
three years to the other disciplines,
together with some virology and
immunology. In such a time it is
obviously impossible for an individual to become expert in several
fields but the training gives the
pathologist a broad background
and allows him to function in a
consultative capacity in a small
hospital. For the resident in AP
life is simpler: two years are spent
in basic surgical and autopsy pathology and this is followed by one

cedure. The autopsy is used to
check both the accuracy of the
primary diagnosis (wrong in about
15% of cases!) and the efficiency
of treatment in any given patient.
For an institution to maintain high
standards in patient care, teaching
and research a certain proportion
of the deaths within that institution
must be investigated by a pathologist At University Hospital in
1984 approximately 600;6 of deaths
came to autopsy whereas the average in the U.S.A. is 13%, an unacceptably low figure. For a hospital not to have autopsies performed on a sizeable proportion of
its deaths has been likened to assessing a bakery by reviewing the
ingredients in a recipe but not tasting the cake!
To be of value autopsies have to
be done carefully and thoroughly much natural history of disease
remains to be explained and although most pathologists are concerned primarily with diagnosis,
the best are still concerned with
unravelling of disease mechanisms. Unfortunately, in my view
insufficient use is made of the autopsy in teaching medical students
in the U.W.O. hospitals. I would
like to see a daily (when possible)
demonstration of an autopsy case
with clinico-pathological correlation. Since this is not available
students should attend one or two
autopsies and the pathology residents and morgue staff at U niversity Hospital are only too glad to
have a student assist, provided the
case list that day is not unduly
long. When opportunity arises to
do an elective as a student or intern, consider pathology: whatever your subsequent career in medicine the experience will be of value. You may come to appreciate
how fascinating disease can be
and why pathologists with enquiring minds take as their motto:
" So don't despise the
little things
Which happen daily round us,
For some of them may chance
take wings,
To startle and astound us."
C .G. Halpine(" MilesO'Reilly" ),
1829-1868
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THE DISABLED PHYSICIAN: CAN WE LEARN FROM OTHERS MISUSE OF CHEMICAL
SUBSTANCES?
by Robert G. Turliuk Meds '88
On November 9, 1984 the first
year class ofMedicine of the University of Western Ontario was
presented a seminar entitled " The
Disabled Physician" in the course
Medicine and Society. The initiative to present this program came
from Dean Hollenberg who decided that the potential for substance abuse in the Medical
School clearly demanded some
intervention on the part of the faculty. The Donwood Institute in
Toronto was approached to present some of the wealth of information of substance abuse to the
Meds '88 class as a trial in the
hope that this would become integrated into the curriculum of the
Medicine and Society course.
The Donwood Institute is associated with the rehabilitation of
doctors on chemicals and their
program is now recognized by the
Ontario Medical Association and
the College ofPhysicians and Surgeons of Ontario as a comprehensive program designed to meet the
particular needs of disabled health
professionals. Dr. Silcox (Assistant Dean, Undergraduate Education), Dr. McCracken and Dr. deVeber (coordinators of Medicine
and Society for Meds I, II, and IV)
met with Dr. Joseph MacMillan
of the Donwood Institute in the
spring of 1984, at which time it
was agreed that a presentation
would be made to the incoming
Meds I class in the fall. It should
be noted that this was the frrst
occasion on which such a request
had been made of them and it was
hoped that if such a presentation
was successful the Donwood Institute would offer similar presentations to all the Medical Schools
in Canada.
The presentation was a four hour
seminar that was divided into
three parts: an introductory lecture and film, a panel discussion,
and small group seminar session.
The introductory talk was given
by Dr. MacMillan who outlined to
the student the topic of substance
abuse, and the role of the Donwood Institute. This was combined
with two informative A-V presentations. A film called "Attitudes"

followed the path of a small boy
from the time he was 3 or 4 years
old, through adolescence, undergraduate university, medical school
until he was a practicing physician. Along the way, this individual was exposed to numerous
incidents that were related to alcohol, that in total helped shape his

to them. The anaesthetist (a former Canadian trained physician)
and his wife were interviewed and
described how substance abuse
affected them. The psychiatrist
was perhaps 15-20 years younger
than the other physicians and her
comments may have been the most
relevant to the first year medical

stance abuser and the effects this
had on their life. In contrast to the
videotape the panel discussion
was spontaneous and unedited;
more importantly the panel related to us how alcohol and drugs
played a role in their life as medical students and very young physicians. The following are summaries of each of the five individuals accounts. Permission was
given by these physicians to publish this information.

Case I - Dr. John S.

attitude towards alcohol, (i.e. consumption by patients and his own
drinking habits).
This was followed by a videotape
entitled " It Couldn' t Happen To
Me" prepared by the Medical Association of Georgia, which was
like a television documentary program complete with reporter and
interviews. This program focused
on alcohol misuse and drug abuse
by three physicians: a surgeon, a
psychiatrist, and an anaesthetist
The surgeon was focused on primarily, and his wife, grown children, and " usual" operating nurse
were questioned on how alcohol
affected him and how this related

students. One comment she made
was certainly interesting: as long
as her grades were good through
high school, university, etc., nobody including her friends or parents could tell her whether she
should be " doing her drugs" or
not
The second part of the presentation was a panel discussion by
five physicians who came to our
classroom and were in the process
of recovery from alcohol and other
chemical substance misuse. The
discussion was moderated by Dr.
John Armstrong of Toronto and
each panel member discussed how
he or she initially became a sub-

Dr. S. had a great sense of deja vu
while in Room M341 in the Medical School Building. He even
pointed to the particular seat that
he used to occupy during classes
in that room; he graduated from
U .W .O . in Medicine in the early
1970' s.
Dr. S. thought his problems began in the second year of medicine
when he had difficulty sleeping
before exams. He attended his family physician and was prescribed
a popular benzodiazepine. Retrospectively, Dr. S. believed that he
became an instant addict, as the
anxiolytic properties of the drug
enhanced his scholastic performance fostering at least a psychological dependence on the chemical. After graduating, Dr. S. gravitated towards general practice,
where he continued taking benzodiazepines and later tool analgesics (such as the popular ASA/
caffeine/codeine preparation) and
antitissuives ( dihydrocodones) and
various other drugs he could locate. In 1980 Dr. S. realized he
had to stop his practice as his abilties deteriorated to the point that
he felt that he was on the borderline of engaging in malpractice. In
1980 he began treatment and in
1984, he has his practice back and
has regained his self-esteem.

Case 2 - Dr. Lois H.
Dr. H . graduated from Medicine
in the early to mid-seventies. Retrospectively Dr. H . recognized
that she had an abusive attitude
towards alcohol as early as her
teens: she drank as an escape and
when she did drink it was the purpose of getting drunk. After gradu-

ating Dr. H . entered general practice and became immediately busy. With a new baby, new practice, she continued to drink alcohol perhaps more excessively than
previously.
One day Dr. H . began using a
narcotic analgesic (Meperidine)
and at this point refrained from
alcohol Dr. H. only became aware of this being a problem when
she was confronted by the Bureau
of Dangerous Drugs of Canada
and the College of Family Physicians ofC an ada. Her first reaction
was anger at being investigated,
followed by denial of a problem
The recognition of this problem
occurred less than two years ago,
and Dr. H . admitted she had great
difficulty sharing her history with
the class as it was still a very emotionally charged issue in her life.

Case 3 - Dr. Mike J.
Dr. J. was an alumnus ofU.W.O.
Medical School graduating in the
early 1970' s. Dr. J. suggested that
he had a problem with alcohol
long before he arrived to Medical
School; he recalls participating in
significant weekend drinking before and during Medical School.
By third and fourth years he was
spending significant periods of
time in the hospital (clinics in third
and clerkship in fourth year) and
he found that he consumed alcohol at the end of each day to wind
down and ease the tensions. He
remembered that his concept of" a
few drinks" was very different
from his friends as he consumed
excessive amounts of alcohol. Upon graduation, he continued using alcohol and went on to taking
other medications such as anxiolytics (benzodiazepines), antitu
sives (dihydrocodones) and some
other miscellaneous drugs.
By 197 8 he was drinking a 40 oz.
bottle of liquor per day and taking
about twice the daily dose of a
frequently prescribed benzodiazepine. Dr. J. eventually had a family crisis and was confronted
with his drinking/drug use problem. Alcohol withdrawal at this
time was accompanied by delirium tremers, and he was hospitalized with a fractured vertebrae
that occurred during this period.
Dr. J. was successfully treated at
the Donwood Institute, and was
accepted into a specialty training
program; he stated that his career
has changed from a high patient
volume general practice to a low
patient volume specialized practice.
Case 4 - Dr. Kay B.
Dr. B. graduated in the late
1960's from Medical School. Un-

like some classmates she had no
problems being accepted into medicine and also didn't find the courseload too difficult While interning,
her roommate (a surgical resident
in pathology) abused alcohol,
while Dr. B. remained an abstainer. Dr. B. was accepted into surgery in Toronto and throughout
her residence had only the occasional drink. Despite attempts by
other residents to get her drunk at
" Happy Hour" she had the same
drink in her hand at the end of a
party as she had started with. Despite this attitude prevailing at this
point in her career Dr. B. amusingly recalled how one of her
male colleague residents once propelled the contents of an afternoon's drinking on the Chief of

ties of liquor that were in the
house.
Dr. B. arrived at the Donwood
Institute and left her practice in the
north to begin an alteration in lifestyle. Presently Dr. B. is a resident
in pathology and appeared at ease
in telling her story.

Case 5 - Dr. Maurice G.
Dr. G . prefaced his story by saying that his mother had several
brothers who died of alcoholism.
His father had siblings that also
died in this manner, but despite an
implied genetic predisposition to
alcohol abuse, neither of Dr. G .'s
parents drank. Dr. G . is a former
alcoholic and substance abuser
who has two brothers that are also
alcoholics. Dr. G . stated that he

Are you sure your drinking, isn't hurting someone?
Photo by Steve Yates, Meds '88
Staffs leg during rounds.
After graduating from surgery
Dr. B. pursued academia and engaged in basic research and teaching medical students. Dr. B. decided to practice surgery in Northem Ontario where there was a
demand for surgeons and where
her practical skills might lead to
greater self fulfilment. This move
was slightly disastrous as her personal life went from emptiness in
Toronto to non-existent in the
north. Dr. B. began to drink at
home and took analgesics and sedative-hypnotics. The turning
point in her substance abuse story
came when one weekend after arriving after a night of surgery, Dr.
B. compulsively drank all II bot-

initially became a substance abuser between second and third years
of Medical School when a very
close girlfriend died and he tried to
harm himself. He was temporarily
admitted to a psychiatric ward
where he became quite familiar
with some analgesic and sedativehypnotic drugs. On returning as a
clerk, he began to steal drugs while
on the wards and use them. After
graduating he enrolled in a specialty program and in 1971 received his FRCP in Obstetrics
and Gynecology. In the last half of
his residency he began to drink
alcohol and continued to drink after obtaining his fellowship when
he moved to Africa. The hospital
he was located had a busy obste-

trical service with about 200 deliveries per day. Dr. G . drank ~x
cessively as his stress level mcreased He nearly died as a result
of a delirium tremens and was flown
back to Canada where he recovered from that episode. He was
sent to Atlanta for a detoxification
program but did not complete it as
an atrial septal defect was discovered and heart surgery in Canada
was the next step. He relocated to
the Northwest Territories as a general practitioner but despite a hiatus of abstaining, resumed his
drinking. A stay at a Saskatchewan detoxification clinic was followed by participation in the program offered by the Donwood Institute in Toronto.
Presently Dr. G . is working for
"Disabled Physicians" counselling other physicians, and he also
works in a VD clinic and does
surgical assists in a Toronto area
hospital.
The third and final part of the
four hour seminar was a small
group discussion with students participating in the discussion. The
class was split into five groups of
21 and each group was assigned to
one member of the panel and also
a health care professional involved in their treatment from the
Donwood Institute. For the female students in the class that
were inclined there - were group
discussions chaired by the two female physicians on the panel, that
dealt with some of the stresses in
Medicine unique to female doctors. The session with Dr. G . and
Dr. J. MacMillan was attended by
this author: there was good verbal
interaction between students and
seminar leaders, discussing chemical use at a personal level. The
main message that was derived
from the discussion was that you
can't become a substance abuser if
the substance isn' t used in the first
place; efforts should thus be focused on factors to reduce the
need to initially use alcohol and
other addictive substances.
Dr. McCracken has had an opportunity to review the evaluations completed by the members
of the frrst year class and there is
clearly, very strong support for
this initiative and it is very likely
that this will become a permanent
part of the curriculum in the Medicine and Society course. Based
on the presentation by the Donwood Institute group it is hoped
that they will return in the fall of
1985, and in addition share their
wealth of information in the field
of substance abuse with other Medical Schools in Canada.

Dr. Mikhail Kuzin of Moscow speaks for the need for mutual
understanding as a step toward peace.
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WAGING PEACE IN A
NUCLEAR AGE
by Don Melady, Meds '88
What topic could bring together
members of the medical profession from students to deans, as
well as businessmen. military
leaders, and physicians of all ages,
specializations, and political persuasions? On Apri113, just such a
group met in Toronto's Convocation Hall to discuss methods of
" waging peace." They were
brought together by the shared
conviction that the most important
challenge facing man and especially the medical community,
is the prevention of nuclear war.
The 600 participants were
welcomed by the two hosting
deans, Dr. Fred Lowy ofT oronto,
and Dr. Jack Laidlaw of McMaster, as well as Dr. Dorothy Goresky, president of Canadian Physicians for Social responsibility,
the third sponsoring group. Dean
Lowy pointed out that physicians,
whose chosen task is to decrease
suffering and prevent destruction,
had been one of the first professional groups to become aware
of the danger of a nuclear war, or
what he called the " ultimate
epidemic." In 1961 , the American Physicians for Social Responsibility, now 30,000 strong,
was founded to disprove the common response to the wild rnilitar)'
escalation and its attendant threat
of nuclear calamity: that " nothing
can be done." " Physicians are
pragmatists," Lowy said, " who
don't put time and effort where
they can't have an effect." It was
his opinion that physicians therefore have a social responsibility to
speak publicly and privately, to
use their influence as respected
members of communities. They
can thus have an effect on preventing a situation to which there is no
significant medical response
possible-a nuclear explosion.
Nuclear Winter
One of the morning's most eyeopening speakers was Dr. Kenneth Hare, Provost of Toronto's
Trinity College and Chairman of
the Royal Society of Canada's
Commission on Nuclear Winter.
This concept has been much discussed within the past two years
and the Canadian government

asked a group of senior scientists-none of them members of
the peace movement-to report
on its significance. The nuclear
winter theory was first elaborated
in Science (December 1983) by a
group of five Amercian scientists,
Carl Sagan among them. They
postulated that the most serious
side-effect of a " limited nuclear
attack," even without retaliation,
would be the production of a
massive amount of carbon-rich
smoke: from the combustion of
entire cities, of large stretches of

forest, and of such miscellanies as
the oil-storage facilities which ring
most cities. Based on the evidence
from considerably smaller explosions such as volcanic eruptions or Hiroshima, several reports have shown this smoke
could diffuse over the entire
Northern Hemisphere and last for
several months or years. Because
carbon smoke absorbs ultra-violet

radiation, no solar rays would
pass through the lingering pall to
warm us, nor to fuel the photosynthesis of plants on which all life
is ultimately dependent. Such an
event could produce a drop in daytime summer temperatures of up
to 40*C, freezing of surface water,
and loss of crops for years
throughout the hemisphere. As
extreme as this scenario sounds,
the Royal Society concluded it is
absolutely valid if " anything
greater than 2% of current nuclear
weaponry were fired " Since the

nuclear winter would produce its
effects in all countries, targeted or
not, inside sources suggest it is
being taken very seriously by the
Pentagon. It would mean that
even in the event of a " successful"
pre-emptive strike, both "sides"
would be equally devastated. In
conclusion, Dr. Hare stated that
his research in this field has
changed his way of thinking about

using his position to speak for the
prevention of nuclear war. His
knowledge of the tenifying threat
of a nuclear winter has convinced
him that anyone concerned with
humanity must speak out to preserve it.
Star Wars
Probably the conference's most
powerful speaker was also from
the most surprising source-the
American
Armed
Forces.
Admiral Eugene Carroll is returned
from theN avy and now directs the
Washington-based Centre for
Defence Information. He brought
the fascinating perspective of a
well-informed military-man to an
elucidation of the reality of current
nuclear confrontation. In his opinion, and those of his Pentagon
contacts, the new Star Wars initiative is an unworkable, cripplingly
expensive limited response to one
kind of nuclear weapon. More to
the point, he said the Air Force is
already planning on it as the basis
of " making precision strikes
against enemy ground targets." It
is thus a part of "a nuclear-war
fighting system." Carroll also had
some counsel for Canadians and
especially physicians, whom he
called " significant influencers of
public opinion." He said we are
not bound by the NATO Treaty
nor any hope for security to accept
complicity in this scheme. As the
main objective of this conference
was to promote a dialogue,
Admiral Carroll reminded us that
the only real safety lay in building
mutual security. He reinforced
the day's theme that no political or
economic issue was worth waging
a nuclear war. Admiral Carroll
expressed his disgust for the tension generated by the Communist's " moral responsibility to
fight capitalism world-wide" and
by Mr. Reagan's " hope to leave
Marxism-Leninism on the ashheap of history." He stated this
tension can be defused by an
educated populace, influenced by
its prominent members who are
committed to earning peace by
" waging peace."
(If you are interested in joining
Physicians for Social Responsibility in London, contact Dr.
John Thompson, St Joseph's; Dr.
Lee Melendez, Victoria; or the
author.)

S OVIET PHYSICIAN'S TOUR FOR PEACE
by Sharon Hertwig, M.D.
A delegation of ten Soviet physicians recently took part in a tenday tour of Canada. The purpose
of the visit was to establish contact
between the people of the two
countries, and to recognize the
similarities that unite us instead of
the problems that divide us.
The delegation included members and the secretary of the
Soviet Physicians for the Prevention of Nuclear War.
The International Physicians for
the Prevention of Nuclear War
was co-founded by Dr. Bernard

Lown, an American cardiologist,
and Dr. Chazov, a Soviet cardiologist.
The Soviet Union has a large
membership in the S.P.P.N.W.
They have been instrumental in
educating the public in the Soviet
Union about the medical consequences of a nuclear war. In addition the Soviets have added a
clause to the Hippocratic Oath
that they will work for the prevention of nuclear war.
Soviet Physicians, like most
Canadian physicians, are not politicians or experts in military
affairs. The purpose of the visit
was not to debate which country

has the best foreign or domestic
policy. Rather it was an opportunity for people to share their
concerns about an issue that
affects us all. They also expressed
their concern about public indifference and their desire for
further exchanges.
Dr. Alex Kisilev, a paediatric
oncologist in Moscow, stated,
" The more we see each other the
more we trust each other. We
have to be open and use the positive moments in our lives instead
of the negative." He encouraged
more exchanges between physicians and between younger
people.

It is my hope that through such
exchanges the people of both
countries will recognize how
much they have in common. We
tend to dehumanise the " enemy''
and such exchanges allow us to
overcome the ideological walls
that divide us.
A nuclear holocaust would not
exclusively destroy a government
nor an ideology. It would destroy
people and civilization. As Mikhail Kuzin, director of the Vishnevsky Institute of Surgery in
Moscow, said, " After a nuclear
blast, you can't tell the difference
between Communist ash and
Capitalist ash."

LOCAL ORGANIZER SPEAKS OF TOUR
RA. ZIMMER of the Journal
interviewed Dr. J. Thompson a
rheumatologist, in his office at St.
Joseph's hospital. Dr. Thompson
is the co-ordinator for the local
chapter of the Physicians for
Social Responsibility which organized the Soviet Doctors' tour
of Canada
Journal: How did you get involved? Were you approached
or did you volunteer?
Dr. Thompson: Actually, I got
involved after reading an article in
the Globe & Mail on the medical
response to a nuclear war written
by a member ofP. S.R (Physician
for Social Responsibility), Don
Bates who is a professor of the history of medicine at McGill. He
was a Western graduate whom I
vaguely remember from way back
when. Since I wasn't aware of
anyone mentioning something like
this in London, I thought it would
be a good thing to get him to come
to London to talk. That's how I got
involved
Journal: How was the Physicians for Social Responsibility started?
Dr. T: This group really got started because Sharon Hertwig who
is now an Intern, and who graduated from Western last year wanted to do something along these
lines. We met at a C.M.E. day,
two years ago, put on by McMaster and U ofT, on the issue of
East-West confrontation put on
by P.S.R as well. At that time,
there were many people from the
London Medical student com-

munity, who were keen on this.
So, 14 months ago, Sharon decided to call an organizational
meeting, a lot of people showed up
and that's how it got started
Journal: Why the name
P.S.R.?
Dr. T.: Well there has been some
concern about the name, because
it doesn't really say what you are
interested in. The worldwide
organization is the International
Physicians for the Prevention of
Nuclear War, and most countries
have adopted this name. For
instance, in Sweden you have the
Swedish P.P.N.W. The P.S.R
actually got started 20 years ago in
Boston by a group of physicians
who got worried about the atmospheric nuclear testing. They were
the ones that dug up a lot of the
data on Stontium 90 incorporation

don't know what the hell they're
doing. Like the people who ship
PCB's on the back of trucks.
Nobody thinks. Everybody just
goes ahead and does it. When
something bad happens, they say
that maybe we should have
thought about it beforehand.
That's how P.S.R got started.
Journal: These people (Soviet
Doctors) who came over for this
meeting. .. can you tell me who
they are? Who do they represent
in the Soviet public?
Dr. T: They represent Soviet
Physicians for the Prevention of
Nuclear War. They have no official governmental status, although
I think that's a little hard to
believe. They are all very high in
the Medical establishment. Kuzin
would be the equivalent of the president of the Medical Research

in children. They were just a
bunch of amateurs. When they
published an article on this in the
New England Journal of Medicine, they became the world
experts, immediately. They were
getting reprint requests from the
Pentagon. They were asked to
become consultants to the Pentagon! This trend is something that
is all too apparent, the people who
are counted on to be experts really

Council here. Dr. Kisilev, the
onocologist, has a long history of
East-West contact. He is the Russian coordinator of a U.S.U .S.S.R research group on pediatric oncology. He's been over
here a lot
Journal: Who funds their talks
and travelling costs?
Dr. T: Undoubtedly the Soviet
government. They paid for their
trip over. In Canada, they were the

responsibility of the PSR
Throughout Canada, it was a sort
of shoestring and hand to mouth
existence. There's no doubt, you
have to view these people as representing the official view of the
Soviet government.
Journal: What is the most constructive aspect of the visit?
Dr. T: Humanization of the
enemy. I think most of us were
brought up to believe, that the
Soviet Union consists of monsters. The whole rhetoric of the
cold war has been one of that sort
of attitude. If the Russians are
FOR something, there must be an
ulterior motive, therefore we must
be AGAINST it
Journal: Does it bother you that
you're not seeing the average
Joe, representing the east on
this tour?
Dr. T: No, not really. Deep down
I think the average Russian wants
an end to this thing, too. We are
told that the level of average
knowledge of the outcome of
nuclear war is pretty high in
Russia.
Journal: Were there other good
outcomes of this visit?
Dr. T: Other good outcomes of
this visit? Doctors are a force for
social change, I think our leaders
will listen to us. But they need to
be organized. They generally have
a lot on their plate and don't tend
to get involved This tour has
brought a lot of issues to the front,
where doctors have started to
think about them. I think there will
be a more intelligent, more independent view on the part of
Canadian government as a result
of this visit

W'A tL TO THE CHIEF:
Or. M. Hollenberg
n of Medicine, U.W.O.

Cutting out, we're moving out of here!

"Who booked this flight, anyways?l"

"So where are the Goal Posts?"

Baseballs weren't the only things falling into the crowd... dumb
seagulls!
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"A LITILE ABOUT THE
MEDICAL MUSEUM"
by Joan Stevenson
"How many steps must you climb to get into the school?" Western
Medical students of the 1920s and 30s may have wondered how such a
question got onto an oral. Dr. J. W. Crane knew. Western's first full- time
Professor of Pharmacology, Dr. Crane threw many such irrelevant
questions at his students. He was teaching them to be observant. He also
taught them to love and support their Faculty and their University.
The Medical Museum at University hospital is the domain of a large
part ofDr. Crane's collection of medical papers, letters, engravings and
facts. For Dr. Crane, a much-loved teacher, and a founder of many
medical historical societies, including one of the first Osler Societies in
Canada, left his boxes to the University of Western Ontraio. They
passed through the hands of Dr. Lloyd Stevenson, and Western Meds
'44, into the custody of the Archives Committee of the Medical School
and fmally came to the Medical Museum. There were originally about
26 boxes of historical papers and pictures including the odd clipping
from the Encyclopaedia Britannica
Space for the museum was plarmed into University Hospital to recreate a Western Ontario physician' s office of the last century, as that

PHYSICIANS FOR
SOCIAL RESPONSIBILITY
by R. Kryzhal, Russian Studies I
I would like to congratulate Dr. Thompson on his successful venture in
having a group of prominent Soviet physicians come to London. However, certain reservations have to be kept in mind whenever such a visit is
considered
The people who came over were not just a bunch of Soviet folks which
is the image they tried hard to convey to the audience. The system as it is
set up in the U.S.S.R. demands, from anybody climbing the social
ladder, progressively greater dedication and devotion to the existing
pattern of " democracy" . Such dedication is under constant "quality
control", so that no one can get to the level represented by the visiting
physicians without sincerely believing the righteousness of the system
under which they live.
Nonetheless, the strategy of their tour was a "personalized" approach,
ie. reverse psychology in action-"ifyou like me, you will like (at least
accept) my government" From this stemmed the biggest distortion of
truth presented at the meeting-that their organization is a Soviet counterpart of the Canadian one and is completely independent of the government The truth is that it is not only maintained and supervised by the
government, but also is fmanced by it It was painfully obvious during the
talk that Big Brother also provides them with a "secretary-translator''
who instead of interpreting questions for the leader of the group, who

was the period of some of the pieces of furniture collected by the
Archives Committee. This furniture plus more furnishings collected by
the Curator forms an interesting historical exhibit in a room on the back
conidor of the Hospital. Patients and relatives hurrying to the Pharmacy, stop abruptly and come back for a clarifying look. Not many
modem hospitals of steel, starchness and chrome, have such a contrasting area. The Doctor's Office, complete with old wallpaper and
chair rail, a plank floor, converted gas lighting fixture, old desk, medical
examining couch, book cases and instrument cabinets, needs only the
doctor to complete the illusion of time travel- backward The doctor's
brother, the Judge, looks over his pearl-clasped four-in-hand into the
room, from his rosewood frame.
The museum proper, adjoining, contains lighted cabinets with a changing display, linking a modem medical procedure, with pictures of previous physicians and how they treated that disease or condition. One
window shows several things from the Beck Memorial Sanatorium,
including an early X-ray tube, and models of pneumothorax procedures;
another has several things from Western's Medical School including
pictures and medals, plus items used long ago, such as a Lister Spray,
presented by a Goderich doctor who had been a dresser for Lord Lister
in Edinburgh, and a collection of early stethoscopes near a picture of
Laenec.
The Museum is open to al~ Tuesday, Wednesday and Thursday
afternoons (other times by chance or appointment). Dr. Crane's boxes
are a treat for the researcher, but there are many other items of interest,
including an on-going collection of early papers and information.

himself spoke quite understandable English, was instructing him on how
to answer them in rather loud Russian.
Legally, there are no organizations in the Soviet Union not affiliated
with the Government to one extent or another. How can we ever reach
mutual understanding in Nuclear Disarmament when the basic trust
between us is absent, and will be for as long as the U.S.S.R remains
what it is? Why overlook the differences between us and not acknowledge them before trying to reach any consensus on such " explosive"
topics as Nuclear Holocaust? Is it not more honest and realistic?
The group that carne over was surprisingly good in avoiding answering
questions directly. What was offered instead was a speech on the
" meaning of life", ending on a high note by praising the Soviet efforts for
peace and denouncing U.S. foreign policies.
Despite the proposed topic of the talk, it did not seem that anybody in
the audience needed to be reminded of the menace ofN uclear War or the
Day After by the physicians. People who carne to the talk wanted to use
that rare opportunity to get a little insight into the Soviet system, of which
the guest physicians were rather prominent members and obviously
active participants. So would it not be more socially responsible for the
organizers of the meeting to let people who carne to the talk ask their
questions and thus try to establish a much-desired mutual understanding
(and much-needed contacts) instead of deflecting "unrelated" questions.
Assuming the civility of the parties involved, why tum away from our
dissimilarities and their causes and trade them for "I love humanity''
propaganda speech aIa Russe.
The Soviet physicians were spared the embarassment of attempting to
e~plain their government's policie.s. However, accepting and applauding
distorted facts and even blatant lies was the price we paid for our own
hospitality.
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